DIVISION OF DEVELOPMENTAL DISABILITIES
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PLAN OF CARE
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Itis very important to
verify that all information
in this section is current
and correct.

If any of the information
has changed, be sure to
enter the correct
information into the
CCDB immediately!

Make sure to identify a
contact in case of
natural disaster or
service-related
emergency.
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Every effort must be
made to include the
people in the plan
development process
that the waiver
participant would like.
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Note everyone who
attended the meeting
and/or contributed to the
plan. All adult
participants MUST attend
the meeting.
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A Support Needs Assessment must be completed and ICF/MR eligibility confirmed prior to completing the

A complete waiver plan for participants with personal care services will be a combination of this POC and the CARE

instrument. If any information in this plan is already documented on the CARE instrument, write, "CARE" on the line or
across the section. If some information is found on the CARE instrument but you need to add more here write "CARE"
plus .. ." and then write in the additional information.
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description of the waiver
participant and their
current situation.
The idea is, (in a very
brief way), to have a
sense of this person,
what their life looks like,
what's going onin the
life, highlights and major
issues. etc.
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opportunity to make
sure that proper
medication
management is
happening for this
person. Youmay A7 o2 MtE oAtz £ 9lx 2 ATt ofof Sf3jA ot AE NYESD UEX
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of medications, dosage,
etc.
otg =283t o £8° WY dEsyAle,
S8 52 ool B3 A AEel A&H7?
M3 - A LI A+ N MY
389 HEE AN 2L At TR NS 20 H oIEE £ JAECIE. ol #E™e FZIY EXNE 5 A 2T
2 A7 M= 78T HEA-IS.
Tl ME ME

Current Living

Situation: Identify
what type of residential
setting such as parent
home, own home,
AFH, etc.

Own home = person
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pays rent and it's not
the family home.
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Note who else lives
with the person and
their relationship.
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Note any residential
supports provided.
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If this is an initial plan
this section does not
have to be completed.

If this is an annual
review, facilitate a
discussion looking at
how the current plan is
working, what is working
well and should
continue, changes that
need to be made and
any new issues to be
addressed.

The waiver participant,
their family/legal
representative and any
current providers need
to be asked these
questions.
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Itis vital to find out what
the person and/or their
family/guardian, feel is
needed to meet the
waiver participant's
health and welfare
needs.

This box should contain
only items in addition to
those already identified

above.
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[ ] Oral request taken by:

FOR AGENCY USE ONLY
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Department of Social
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DIVISION OF DEVELOPMENTAL DISABILITIES
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Department of Social and Health Services
Division of Developmental Disabilities (DDD)
Attention: Quality Assurance
PO Box 45310

Olympia WA 98504-5310
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